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Tr^i^lumbar Aortic Punc-f- ure and Retrograde Catheterization of theAor^ , 
In Aortospraphv and Renal Arteriography: Arteriography is accepted as a valuable 
adjunct to diagnosis in demonstration of cerebral and cardiac pathologic condi- 
tions. Although aortography has lagged a little behind these fields In general ac- 
ceptance, it seems certain that it is a useful and safe addition to other diagnostic 
methods in special cases of renal disease and of vascular disease of the aorta 
and its branches. 



The chief purpose of this paper Is to describe a method of retrograde cath- 
eterization of the aorta through one of the branches of the femoral artery for the 
purpose of injecting radiopaque media at any level desired to outline the branches 
of the aorta. The authors' experiences in the past 2 years with needle puncture 
of the aorta and Injection of radiopaque media have paralleled those reported by 
others. In general the technic of Dos Santos so well described by Nelson and by 
Wagner has been employed. 

Technlgf In figure 1 the site of needle Injection for translumbar aortography 
Is shown, ■■ 
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The patients have always been 
anesthetized, usually with pentothal 
but occasionally with spinal anesthe- 
sia. In children vinethene and ether 
have been used. 

Needles larger in diameter than 
those recommended by others have 
been used. Two long C15 cm.) spinal 
needles, No. 16 and No. 17, were spe- 
cially constructed for this purpose. 
The 6 -inch length Is essential in 
adults. 



The x-ray examination is con- 
ducted on an ordinary radiographic 
table containing a Buckey grid and 
an overhead 200 MA tube, with the 
patient In prone position. An expo- 
sure time of 1/15 second Is used to- 
prevent blurring due to motion. Other 
factors include a 36- Inch tube-film 
distance, a kilovoltage ranging from 

80 to 95 and 13 MAS. Usually "Neo-iopax" Is used as a contrast medium. Injec- 
tions up to 3 times the usual dose for intravenous pyelography have been given in 
one afternoon. A *test dose* h-as been employed after a fashion, In that all the 




Fig. I. — Site of needle, injection for translumbar 
aortography. Patient is prone. 
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patients have had excretory urograms at least 24 hours prior to arteriography. 
A pressure pump has not been used. All injections have been by hand syringe. 

Patients under spinal anesthesia have noted a brief wave of "heat" and a 
short period of dyspnea as the dye returns through the cardiorespiratory system. 
There is usually a slight transient blood pressure drop following Injection. In 
2 cases in which the dye extravasated during injection under spinal anesthesia, 
the patients complained of extreme pain for 5 to 10 minutes. This rapidly sub- 
sided, however, and a subsequent film showed complete absorption of the dye, 
without apparent lasting ill effects. In order to prevent extravasation of the dye 
due to inadvertent movement of the needle after a satisfactory aortic tap has 
been made, It Is useful to place a supporting hemostat on the needle close to the 
skin. This prevents movement at the time of injection. 

RRtrograde Hatheterlzatton of the Aorta. A preliminary Intravenous uro- 
gram Is carried out on some day prior to the aortogram. On the day of the pro- 
cedure the patient is prepared for anesthesia, and exposure of the femoral ar- 
tery and its branches and insertion of 
the catheter is carried out Ln the oper- 
ating room. Pentothal anesthesia has 
been used chiefly, although spinal an- 
esthesia has been used occasionally. 
It could probably be done easily under 
local anesthesia, if desired. Figure 
2 shows the anatomy and the site of 
incision. Either leg can be used. The 
dissection is not difficult, but it can be 
very tedious. The profunda femoris 
frequently lies high in the thigh, and 
its small circumflex branches run 
quite laterally and deeply. After the 
lateral circumflex branch of the pro- 
funda femoris is identified and dissect- 
ed free, 2 traction sutures of medium 
silk are placed under it. The more 
distal one is ligated and held laterally. 
The proximal one is placed on sufficient 
ter-Slon to control bleeding, and a small 
nick is made with scissors in the artery 
between them. Then the ureteral cath- 
eter is introduced and passed upward 
35 cm., which is the usual approximate 

distance to the renal arteries. It is important to use as large a catheter as pos- 
sible in order to secure maximal concentration of the injected dye, A No. 10 F 
catheter is very satisfactory. Before the catheter is introduced, a large needle 
is placed In the proximal end and a three-way stopcock is fixed on the end of the 




Fig 2. -Method and site of retrograde catheterization 
of the branches of the femoral artery in the catheter 
method of aortography. 
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needle. The catheter Is washed with saline to clear its lumen and to leave it 
full of a column of fluid, and the three-way stopcock is turned "off" so that the 
arterial blood will not flow into the catheter. It is sometimes very difficult, 
due to the angle of the vessels, to get the catheter started into the femoral ar- 
tery. At this point, the assistant can often guide the tip of the catheter by pres- 
sure with his fingers outside the vessels. Once into the femoral artery, the 
catheter is easily passed upward to any height desired. It is then tied securely 
in place with the more proximal traction suture; and after suitable covering 
with sterile drapes,, the patient is transferred to the 'x-ray rooms where the 
aortograms are made. It is very important to keep the catheter from being ■ 
plugged with clots from the time it is introduced until the end of the procedure. 
To this end, an infusion of saline is attached to the three-way stopcock, and one 
of the team almost constantly injects small amounts of fluid. The arterial pres- 
sure is normally too high to allow for easy gravity flow. At first a mixture of 
saline and heparin was employed, but this is not necessary as long as the cath- 
eter is frequently irrigated. In the course of such a procedure a patient may 
receive as much as 1,500 cc. of saline in an hour or an hour and a half. The 
roentgen ray technics are the same as those described in the needle method. A 
scout film is first taken, and at this ^ time a pilot injection of from 4 to 5 cc. of 
"Neo-iopax" is made. When the filru is developed, the exact position of the 
catheter in relation to the renal or other desired arteries is determined; and 
the catheter is adjusted either up or down in order to get the optimum result 
with later films. Then 2 or more aortograms are made. In the first, 30 cc. of 
"Neo-iopax" is injected as rapidly as possible from a "Luer lock" syringe. 
The roentgen ray exposure is made at the end of injection. This film is seen 
before the last aortogram is made. If indicated, the catheter is still further 
adjusted. Next another scout film is made, as an excretory pyelogram is often 
present by this time. Then the last exposure is carried out at the end of rapid 
injection of from 10 to 12 cc. of the contrast medium from a small "Luer lock" 
syringe. Finally, the catheter is slowly removed after further infusion of sa- 
line. The suture holding the catheter In the artery is cut and another traction 
suture is placed. As the catheter is removed, the artery is held under tension 
and securely tied. The wound is then closed with Interrupted black silk sutures. 

Results. The femoral artery catheterization has been carried out 15 times 
In 14 patients. One patient had the procedure done twice, first on the right side 
and then on the left where the circulation, though not exactly the same, was com- 
parable and satisfactory for the purpose. The results with the exceptions noted 
below under "Complications," were 'all very satisfactory. 

In only 2 cases, however, was information gained that would not have been 
learned from the translumbar needle puncture method. 

Complications, There have been no serious complications or reactions. 
However, there have been several troublesome mishaps, which may be attrib- 
utable to the method but which are more likely related to the fact that it was a 
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new technic. In 1 case, early In the series, the procedure was attempted but was 
abandoned when the profunda femoris could not be Identified. In another case, 
after satisfactory introduction of the catheter, it could not be passed beyond the 
iliac bifurcation, presumably due to arteriosclerosis. The catheter was not 
forced. The most serious complication occurred during an attempt to pass a 
catheter through the nearly obliterated femoral vessel of a one-legged man with 
thromboangiitis obliterans. Obstruction was met in the region of the iliac ves- 
sels. Ill-advised force was used and subsequent films showed that the catheter 
had passed out of the artery into the perivesical region. After considerable 
thought and consultation, the catheter was removed and the patient was watched 
carefully. No apparent HI effect was noted. It probably would not have been pos- 
sible to remove the catheter without mishap had not the artery been almost oblit- 
erated by the patient's disease. One patient developed a troublesome inguinal 
adenitis after the procedure, and In another there was a minor wound breakdown 
because of delayed healing. One or two patients have complained of a temporary 
numbness over the thigh when the lateral femoral cutaneous nerve was inadvert- 
ently traumatized. In 2 cases . moderately severe hemorrhage occurred at the 
time of catheterization because of difficulty In starting the Insertion of the cath- 
eter. This was readily controlled jwith. traction sutures, however, and the cath- 
eter was then passed relatively easily after an assistant helped to guide It 
through the sharp angle leading Into the femoral artery. One patient complained 
of residual weakness of flexion of the right thigh, presumably due to Interference 
of the blood supply to the right thigh muscles. None of this smiall series, or of the 
larger series of needle aortograms have suffered lodlsm or any recognized 
change in renaJ. function. There have been no other recognized complications. 
The retrograde catheterization method has often been tedious and time consuming. 

Aortography, both by the translumbar needle method and 'by the method of 
retrograde catheterization of the aorta has been a safe and often useful proced- 
ure, but it Is not believed that It will ever become a routine diagnostic proced- 
ure, such as pyelography. However, there seems to be no good reason why it 
should not be used In all cases of Imperfectly visualized kidneys and of renal 
masses of doubtful nature. It has unquestionably great use in vascular lesions 
involving the aorta and Its branches. 

The authors agree with Wesson in his evaluation of the procedure, *...(the) 
method well fulfills the four rules of perfect diagnosis; viz., (1) a guide to treat- 
ment, (2) answers the question of prognosis, (3) satisfies the curiosity of the 
doctor, and (4) is without hazard In his hands." 

It Is of Interest to compare the translumbar needle method and the retro- 
grade catheterization method. Both methods seem safe, and each gives satis- 
factory visualization of the renal and other vessels under optimum conditions. 
The chief advantage In the cathetei* method lies In the possibility of placing the 
dye injection at any level. The needle method Is, however, much simpler and 
quicker after facility is gained in the technic of aortic tap, and the complications 
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are fewer, a factor which outweighs the advantage of the catheter method. At 
present, the authors believe that the needle method of aortography is the pro- 
cedure of choice. If that fe-ils or is unsatisfactory for any reason, the catheter 
method should be employed. The catheter method is also preferable in cases 
of aneurysms of the aorta or its branches. CAnn. Surg., November '50, W. E. 
Goodwin et al.) 

tapainic^Drugst "^ Foi^ s'tudies^on^the prl^hy^xi^^ ard^tr eatment^of^cute^^ 
tory diseases, particularly the common cold, with antlhistaminic drugs were 
undertaken by the Naval Medical Research Unit No. 4 at the U. S. Naval Train- 
ing Center, Great Lakes, Illinois. The study was divided into 4 series: (1) 
Prophylactic treatmeint in Navj male recruits; (2) Prophylactic treatment with 
therapeutic dosages in Navy male recruits; (3) Treatment of minor acute respir- 
atory infections in Navy Wave recruits; C4) The prophylaxis and treatment of 
"colds" in volunteers. 

Part I of the study was started in February 1950 and the purpose was to 
determine whether an antihistaminic drug can prevent the common cold and 
other acute respiratory diseases in a recruit population. All recipients of 
treatment were led to believe that each was receiving the antihistamine and 
that an untreated group would form the control series. Actually, a placebo was 
dispensed to one-half of those receiving treatment. In recruit populations minor 
acute respiratory infections, presumably caused by one or more viruses, are 
epidemic. In 352 male recruits an antihistamine was used In prophylactic dos- 
age throughout their training period. A group comparable in size and stages of 
training was treated with placebos and a 3d similar group received no treatment, 
a total of 1103 being studied. A high Incidence of acute respiratory diseases oc- 
curred during the study between February and April 1950, the majority of which 
were cllnicaUs? classified as the common cold. 

The results of the study showed no evidence that the antihistaminic drugs 
prevented these diseases or effected any important alteration in their symptom- 
atology. 

Part II of the sti^dy was conducted from 10 to 18 April 1950 foHowlng the 
InfLuenza epidemic. Two antihistamine drugs, i^ed in therapeutic doses, and 
a placebo were given to 357 male recruits formed Into 3 groups. The Influ- 
enza epidemic had subsided and no new cases were diagnosed during the period 
of study. , 

The results of the study snowed that neither of the antihistaminic drugs 
demonstrated 'any ability to prevent the common cold which was epidemic at the 
time. The use of therapeutic doses before the onset of symptoms did not result 
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In the "aborting* of colds or make any Important alteration In their symptoma- 
tology or duration. 

Part III of the study was conducted in Wave recruits from 3 January to 11 
April 1950. The antihlstaminic drugs have been reported to be particularly ef- 
fective In the therapy of the common cold within 1 to 24 hours after onset of 
symptoms. For the study 165 women patients (Waves) suffering from the com- 
mon cold were admitted in groups receiving atropine sulfe.te,a placebo, and an 
antihlstaminic drug. 

The results from this study Indicated that neither atropine nor the anti- 
histamine aborted colds or effected any Important variations In their symptom- 
atology or duration. 

Part W. In connection with the studies done In male and Wave recruits 
it was then desired to include a study in a population which had extensive con- 
tacts In the surrounding community and in which the "colds" would be repre- 
sentative of those prevalent In civil populations. A volunteer group consisting 
of officers, senior petty officers, and their dependents was used In the study. 
This study was conducted from 3 January to 16 April 1950 and the same methods 
followed. 

The results of the study In this group Indicated: (1) Too few reported ad- 
equate usage of the drugs In the prophylactic schedule to allow critical evalua- 
tion of the results; (2) Those reporting the therapeutic usage had equaUy ben- 
eficial results from placebos and antihlstaminic drugs, presumably due to 
psychological effects. (J. Lab. & Clin. Med., October '50, NAMRU No. 4) 

4^ 3|C 3|C 5|C 5^ -S^C 



^ .q^ndv nf ihf, (V.p.iirreT^r.^ of l^ormal Rh-Negatlve Infants Born to Sensi- 
tilTifrfl ^ -Nep.tlve Women^ In studying the occurrence of Rh sensitization in Rh- 
negative women, 30 Instances were found In which normal Rh-negatlve infants 
were born to mothers whose sera contained Rh antibodies ante partum. The sam- 
ple was analyzed according to type and amounts of Rh antibodies present In the 
maternal serum ante partum, the trend of the antibody titer, the ABO blood 
groups of both mother and child, and the frequency of ABO compatibility between 
mother ajid child. The purpose of this study was to determine whether the birth 
of fn Rh-negatlve baby could be predicted ante partum in a sensitized Rh-nega- 
tlve woman, and whether the women In the sample under consideration might 
exhibit any specific characteristic In comnaon. 

In this study, small amounts of Rh antibodies (Sf or less) occurrlPig jjasnaUr 
slstently in ante-partum tests were regarded as nonspecific and of no significance. 
The tests for Rh sensitization showed appreciable amounts of Rh antibodies to be 
consistently present in the sera of 17 Rh-negatlve women who subsequently bore 
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Rh- negative infants. In 7 instances the ante-partum antibody titer Increased in 
intensity and in 10 instances the antibody titer remained constant. All women 
in whom the antibody titers were consistently present showed evidences of a 
high degree of Rh immunization In terms of the amount and type of antibody pres- 
ent, and in some instances by having previously borne an erythroblastotic Infant. 

In the other 13 cases, Rh antibodies were present on some occasions and 
absent on others. Only small amounts of Rh antibodies were present and con- 
sidered to be nonspecific. They may be accounted for by variations in technic, 
unknown contaminations of serum or glassware, and possibly other factors. The 
authors also observed similar Inconsistent antibody findings in a group of Rh- 
negative women who subsequently bore clinically normal RJi-posltlve Infants. 

It was found that the only basis for the prediction of an Rh-negatlve Infant 
to be borne of a sensitized Rh-negatlve woman Is first, the determination of the 
Hr status of the husband, and second, the trend of the maternal ante partum Rh 
antibody titer. If the husband Is heterozygous (Rhrh) and the titer remalr^ con- 
stant, the baby will likely be Rh negative; however, some highly Immunized Rh- 
negatlve women may actually demonstrate' a rising Rh antibody titer and still 
bear an Rh-negatlve Infant, (J. Pedfiat., October '50, S. P. Lucia and M. L. Hunt) 



:(t )(t * * * + 




The author Eu.ggests a method of relief of pain, in 
the first stage of labor, based on Interference with the vlcerosensory reflex. 

Anatomically, cutaneous branches of the 11th and 12th thoracic nerves sup- 
ply the skin of the lower hypogastric area of the abdomen near the midline. The 
lateral cutaneous branch arising from the 12th nerve reaches the skin a short 
distance above the Ulac crest, sending a filament medlalward along the lilac crest 
and then passes downward to the skin of the buttock. Both the Iliohypogastric and 
LLloingulnal nerves communicate with the last thoracic nerve and supply the skin 
over the Inguinal ligaments and the symphysis. The sacral nerves supply cutane- 
ous branches over the sacrum and the sacroiliac joints. Close questlonli^ of pa- 
tients in ilrsfc-stage labor revealed consistent reference of pain to the areas of 
the skin supplied by the nerves mentioned above. 

Abdominal pain was abolished by the Infiltration of the skin with an anes- 
thetic agent, starting at the midline just above the symphysis and continuing the 
Infiltration In a llnesx fashion IntradermaLly, first to the left and then to the 
right above the Inguinal, ligaments, out to the anterior-superior iliac spines and 
then up the midline of the abdomen for a distance of 7.5 cm. and laterally on 
each side for 2.5 cm. When the patient complained of associated back pain, the 
skin area over the upper sacrum and over the sacroili&c joints was infiltrated. 



Medical News Letter, Vol. 16, No. 10 



9 



Most patients were treated with metycaine 1.5 percent solution to which epineph- 
rine In 1:200,000 dilution was added. In most multiparas and in a good many 
primiparas a single Injection sufficed during the first stage of labor. Approx- 
imately 30 cc. of solution was used for abdominal infiltration and up to 30 cc. for 
the back. The drug can reinjected without any untoward effects. The Infiltration 
can be started as soon as the patient is in labor and complaining of pain, regard- 
less of the cervical dUatation because it will not stop the progress of labor. Any 
idiosyncrasy to the drug can be ruled out by the observation of a small intracuta- 
neous wheal. 

Forty cases were Included in the series and were unselected. In all cases 
the anesthetic effectiveness of the drug was simultaneous with its administration 
without causing any alteration of the tone of the uterus or the frequency, intensity, 
or duration of the uterine contractions. Because of the cessation of pain, all pa- 
tients became fully cooperative In the labor process. The only criterion used 
was the presence of painful contractions. Twenty-two patients had complete re- 
lief of pain, 15 patients had relief but backache was mentioned by the patients, 
2 patients had fair relief ,and 1 little relief. In this series there were 23 low- 
forceps deliveries, 4 mid-forceps ^iellverles, 2 Scanzoni maneuvers, 2 breech 
deliveries, and 9 normal deliveries. 

The study indicates a simple method of relieving the character of pain In 
first-stage labor. There was strong suggestion that the actual labor in many 
patients was shorter than usual. The author emphasizes the spontaneity with 
which the Infants cried and the pinkness of their color Immediately uponbirth. 

It seems that patients with cardlo- vascular-renal disease, impaired liver 
function, and blood dyscraslas could be relieved of pain by such a method free 
of systemic effects. In cases of prematurity or of sensitized babies of Rh— 
mothers such an anesthesia free of toxicity and depression upon the babies be- 
comes highly desirable. (New England J. Med., 26 October '50, A. A. Abrams) 

♦ ** + + * 



Like tuberculosis, cancer of the lui^ has the 
power to kill, develops Insidiously, and produces shadows on the chest roentgen- 
ograms which may be detected'ln surveys In advance of S3nQiptoms. The roent- 
genographlc shadows produced during the silent phases of both diseases show 
great similarity. But the two diseases differ In that the frequency of cancer of 
the lui^ is showing an alarming increase, whereas that of tuberculosis is de- 
clining. Moreover, cancer Is invariably fatal unless treated by excision in its 
localized form. 



It Is not uncommon In chest surgical centers to find cancer upon surgical 
e^^loratibn In asymptomatic Individuals. Such silent, asymptomatic cancers of 
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the lui^ not only exist, but are detectable. In accumulating data on 111 cancer 
patients, it is at times possible to obtain for comparison roentgenograms taken 
previously at some period antedating symptoms. Some of these x-ray plates 
have shown an abnormal shadow corresponding in location to one produced by 
the known cancer. It is reasonable to assume that the shadows in the early and 
late films represented photographic records of the same growth process. 

It is not at all surprising that tumors in their early developmental stage 
cast shadows on the roentgenogram. The majority of them originate in the 
larger bronchi, occlude the lumen, and cause segmental or subsegmental atel- 
ectasis. The obstructing growth need be but a few millimeters in size to pro- 
duce secondary changes in the peripheral portion of the corresponding segment. 
These changes magnify the area of altered density many times, thus greatly 
Increasing the likelihood of detection in survey work. Whether or not the shadow 
of a smaU, centrally placed tumor itself is dtoscured by shadows of normal struc- 
tures at the lung root, the magnified secondary changes in the lung field fortunate- 
ly serve to attract attention to possible fatal danger. 

In the event that the cancer has originated In a small bronchus or in a bron- 
chiole, its situation will then be peripheral and in the part of the lung field of 
greatest contrast. The direct shadows of the tumor will be seen. According to 
Rigler, shadows of growth as small as 3 mm. in diameter are detectable. 

Difficulties experienced by doctors in the past in differentiating lung cancer 
from other conditions may be Illustrated by citing experiences In the author's 
clinic. In the past 12 years, 849 patients suffering from primary carcinoma of 
the lung have been studied. Of this number, 824 had symptoms when observed and 
had been under medical supervision for approximately 6 months on the average. 
This delay in detection resulted from trials of treatment for conditions Incorrect- 
ly diagnosed. The most common erroneous diagnosis was tuberculosis. If ab- 
normal shadows happened to be In the upper half of the lung field, the previous 
diagnosis was usually tuberculosis. If the shadow was In the lower lung field, the 
most likely diagnosis was bronchitis, bronchiectasis, or atypical or virus pneu- 
monia. 

According to Bloomqulst, In 10 clty-wlde surveys sponsored by the Public 
Health Service, 1,382 possible tumors were found In 1,780,178 persons examined. 
The yield was 0.8 per 1,000. The final breakdown of this group of tumor suspects 
Is not available as yet. However, In Minneapolis, Seattle, and Washington, the 
yield of primary pulmonary malignancy of all types (not including metastatic dis- 
ease; was about 0.1 per 1,000 according to Hllblsh. 

There Is reason to doubt seriously that the yield of primary cancer is as 
low as these reports Indicate because of several factors. There are possibilities 
of error In identifying shadows; some cases thought to be tuberculosis turn out to 
be cancer. Moreover, there Is a time lag In the foUow-up. Unless suspect cases 
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are studied promptly, the true value In saving of lives wUI be lost. Metastatic 
malignancy wUl modify the statistics. Some persons In whom verification has 
not been obtained clinically or at autopsy wUl die of cancer, and these cases 
will not be included In the statistics. Finally, patients with both cancer and tu- 
berculosis are likely to be included only In the tuberculosis statistics. Some 
patients with an old tuberculous focus In the lungs may have this focus broken 
down by a malignant process, thus liberating tubercle bacilli in secretions from 
the lung. 

Since the value of screening for asymptomatic tuberculosis is established 
and these programs are being 'undertaken, there is a real opportunity to find 
cancer In its silent stage as a by-product of these surveys. Furthermore, it is 
impossible to divorce consideration of the two diseases since evidence obtained 
by roentgenographic examination In early tuberculosis and cancer is often indis- 
tinguishable. Suspects in both categories require further investigation. The 
only difference is the urgency of the study. It is suggested that, whenever chest 
roentgenographic programs are in progress, the follow-up of cases be geared to 
meet the necessity of IdentLfyli^ the two diseases accurately and promptly. This 
might be done as follows: 

1. Invite agencies interested In cancer detection to cooperate and take over 
that phase of the fodlow-up. 

2. Acquaint all physicians who read the survey fUms and all those who are 
to advise patients that it Is difficult or impossible to differentiate the shadows of 
silent tuberculosis and silent cancer. 

3. Accelerate the follow-up program In order to save valuable time In the 
event the survey fUm has revealed an early cancer. 

The author emphasizes that all persons suspected of having cancer must be 
differentiated promptly, for delays in diagnosis spell disaster. Of all sites for 
internal cancer, the lung should be the most favorable from the standpoint of early 
detection for these reasons: 

1. Mass screening for tuberculosis automatically screens for cancer. 

2. Multiple tests are available to aid in differentiation between tuberculosis 
and cancer, 

3. Surgical eagploration and removal are safe and effective when promptly 
applied In sUent cancer. (Am. Rev. Tuberc, November '50, R. H. Overholt) 

1|C « * * 4l 4! 

gllgjlgjya^^gigJa^ The authors reviewed 18 cases of duodenal fistula report- 
ed since 1937 and have added 6 additional cases bringing the total to 24 to be used 
In discussing their subject. 
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Duodenal fistula is most commonly encountered as a complication follow- 
ing right upper quadrant abdominal surgery. This ts^s true In 23 of the 24 cases 
here reviewed. The mechanisms by which the fistula is produced at or follow- 
ing operation are varied and may be multiple. Among them are: accidental 
trauma to the duodenum during biliary surgery, right hemicolectomy, nephrec- 
tomyi failure to obtain and maintain a satisfactory closure of a perforation of 
the duodenum due to ulcer or other nonoperative trauma (5, or possibly 6, cases) 
and leakage from the duodenal stump following gastric resection (9 cases, the 
most common single cause). Infection, Impairment of blood supply, hematoma 
formation, poor nutrition, and improperly placed drains all may contribute to 
the development of a duodenal fistula. 

There are 2 types of duodenal fistulas: the "lateral" type which occurs 
with the bowel in continuity and the "end" type in the duodenal stump which usu- 
ally follows gastric resection. The "end" type fistula is less common, and at 
the same time less serious, than the "lateral" type,for morbidity and mortality. 
In a series reported by Bartlett and Lowell only 14 of the 128 cases were of the 
"end" type. In this series, 9 of the 24 cases were of the "end" type. Undoubted- 
ly, this increase In Incidence of the^"end" type fistula in later years is a reflec- 
tion of the acceptance of radical gastric resection over lesser surgical proced- 
ures in the treatment of complicated duodenal ulcer. 

The recognition of duodenal fistulas complicating surgical procedures on 
or about the duodenum is usually not difficult. If drainage was established prl- 
marUy, the first sign of a fistula may be the appearance of watery, bile-stained 
fluid on the dressings, often In copious amounts. In undrained cases onset is 
heralded hy epigastric or right upper quadrant pain. The wound may become 
inflamed and indurated, and open spontaneously to discharge duodenal content. 
On the other hand, a deep intra-abdominal collection may form and require 
surgical drainage to reveal the true nature of the complication. Rarely is the 
picture that of spreading peritonitis. 

When dye such as carmine or methylene blue Is given by mouth, there is 
prompt appearance of the dye from the "lateral" type fistula. Gteistro- intestinal 
barium studies may yield additional information concerning size and location 
of the fistula. 

At the occurrence of a duodenal fistula, the care of the patient Is compli- 
cated Immeasurably. An excessive loss of fluid and electrolytes must be re- 
placed. Adequate nutrition must be maintained. Every effort should be made 
to prevent or minimize the excoriation of the skin produced by the irritating 
secretions discharged from the fistula. Finally, operative closure of the fistu- 
la may be necessary if spontaneous closure does not result after a reasonable 
length of time. 
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Prompt therapy cannot be too strongly emphasized. As much as 4,000 cc. 
of fluid may be lost through a duodenal fistula dally, and delay In restoring fluid 
and electrolyte balance may result In biochemical changes which are Irrevers- 
ible. Factors Influenctng the composition and amount of drainage are type of 
fistula, "ead* or "lateral"; intake, both enteral and parenteral; location and size 
of the fistula; and the Intraduodenal pressure. 

In the "lateral* type fistula at or below the ampulla of Vater, there Is loss 
of secretions of the stomach, duodenum, llvei; and pancreas. In "lateral" type 
fistulas located near the pylorus, there wlU be a re},atlvely greater loss of stom- 
ach contents than pancreatic and liver secretions. The opposite occurs In *end* 
tvpp fistulas with loss of pancreatic secretion and bQe and little or no loss of 
the gastric juice. The treatment of each patient, therefore, must be individual- 
ized on the basis of the above considerations. 

When feasible, the enteral route should utilized to Its fullest extent for 
fluid and electrolyte replacement and for maintenance of nutrition. In the pres- 
ence of "end* type fistulas complicating gastric resection and associated with a 
functioning gastro-enterostomy, little recourse to parenteral therapy may be 
necessary. A well-balanced diet complete In mineral and accessory food fectors 
may be glvefi by mouth. However, the possibility of Improper digestion and defi- 
cient absorption due to loss of bile and pancreatic juice from the fistula must be 
considered. Occasionally, It Is possible to collect and re-feed these secretions. 

In dealing with "lateral*" type fistulas, on the other hand, enteral feeding 
may not be feasible or beneficial and actually may be harmful. A goodly portion 
of the fluid and food taken by mouth may be lost throv^h the fistula. In addition, 
the flow of gastric, biliary and pancreatic secretions through the fistula may be 
increased so markedly by mouth feeding that the net result, from the standpoint 
of intake-output ratio, Is a loss rather than a gain. When a MUler-Abbott tube 
can be successfully passed beyond a "lateral* type duodenal fistula and Into the 
upper jejunum beneflciEd feeding may be accomplished through the tube. The 
passage of a feeding tube through the fistulous opening and Into the distal bowel 
has been accomplished. However, this method of enteral feeding Is undesirable 
because It retards or prevents spontaneous closure of the fistula. 

The pareottsrali routes may be used to supplement enteral feeding. In some 
Instances/ the problems of fluid and electrolyte replacement and maintenance of 
nutrition must be solved entirely by administration of parenteral fluids. Glucose 
In water, saline solution, plasma, serum albumin, protein hydrolysates, and whole 
blood are used as Indicated, Therapy in terms of type and amount of solution 
administered is controlled by accurate Intake and output records. Including esti- 
mation of loss throi^h the fistula, daily weight charts, frequent blood chemistry 
^tlmations, and above all, evaluation of clinical response. Maintenance of an 
a4aquate dally- urinary output, 1,000 to 1,500 cc, is the best clinical guide with 



14 



Medical News Letter, Vol. 16, No. 10 



respect to fluid requirements. Overloading the patient with saline solution is to 
be avoided. The necessity for potassium replacement, particularly during long 
periods of parenteral feeding, is to be considered. 

Very occasionally, it is necessary to resort to operative methods for solv- 
ing the feeding problem. Jejunostomy is the simplest of the procedures available 
and may be life savii^ La selected cases. Gastro-enter ostomy with pyloric ex- 
clusion has been recommended to convert a "lateral" into an "end* type fistula 
and permit effectual mouth feeding. 

FinaUy, surgical closure of the fistula must be considered when after pro- 
longed nonoperative treatment, spontaneous closure does not occur. In the 24 
cases being discussed, only 5 were treated surgically. Three had jejunostomles 
for feedii^ purposes. In 2 of these, the fistula healed spontaneously, and 1 pa- 
tient died. Two cases required surgical closure of the fistula. (Ann. Surg., 
November '50, CDR R. B. Brown, MC, USN; CDR R. C. Speir, MC, USN; and LT 
J. W. Trenton, MC, USN) 

4s He * * * 

I>reUmlnarv Note on Transorbital Lohotomv— A WarnlT^P-: A preliminary 
report on some recent experiences with transorbital lobotomy is being made 
with the hope that caution my be used in carrying out this procedure. This is 
contrary to the verbal reports from the United States and France to the effect 
that this operation carries little risk, that it can be done using electroshock as 
an anesthetic and is therefore easily performed in doctors' offices. 

Fiamberti, Freeman,and Moore advocate the procedure for the following 
reasons: 

1. This procedure can be performed in a relatively short period of time, 
thus enabling a large number of patients to receive the benefit of this operation 
In any one centre. 

2. The patients are ambulatory about the ward within 24 hours and this 
lessens nursing care barring complications. 

3. The patients' stay on an active neurosurgical unit is only 5 days, bar- 
ring complications. 

4. The entrance of the transorbitome Is Into a relatively non-epUeptc^enic 
area of the frontal cortex, and few cases of postoperative foc£d seizures have 
been recorded to date. 

5. The procedure does not Introduce undesirable persomllty patterns, or 
aggravate existing ones. The intellectual level is not disturbed as by formerly 
tried methods. 

6. if necessary, the patient can be reoperated upon after 12 months by a 
more extensive procedure. 

7. The expense to the patients in clvUlan practice Is not so great as In the 
other psychosurglcal techniques. 
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8. It can be performed by adequately and competently trained personnel 
inECj22SE surroundings, if available Ln various meptal institutions. 

The authors have performed a series of lobotomies for schizophrenia, 
using the standard Watts procedure (11), the McKenzie technic (11), and the 
transorbital method (5). There were no Infections in 22 patients operated on 
by standard methods, but 1 case of infection occurred in the 5 transorbital lo- 
botomies that were done. In spite of preoperative administration of prophylac- 
tic penicillin administered In doses of 300,000 units daily, the patient developed 
a periorbital cellulitis, with temperature of 101 to 102^ F., beginning 6 hours 
postoperatively, continuing for 4 days. The upper eyelid was tense and swollen 
shut, and the Inflammatory reaction spread peripherally to include the skin 
covering the right zygoma down to a line joining the right ear to the corner of 
the mouth. Intravenous fluids, hot compresses, aureomycln ophthalmic drops, 
11 million units of penicillin, and 560 grains of sulfeidlazine were required to 
combat the infection, which did not abate untU the 8th postoperative day. Cul- 
tures of the pus showed a moderate growth of micrococci, -evidence of anaerobic 
streptococci, and bacteroldes. 

Thus, transorbital leucotomy is not in all cases the Innocuous procedure 
that it is reputed to be, even when done under the strictest aseptic technic in 
well-equipped operating theaters with competei^ly trained staffs. It Is felt that 
caution should be advised in the transorbital procedure. (Treatment Services 
Bull., (October *50, H. EUlott and H. E. Beardmore) 

♦ ♦*** + 

JygjjJJj^^^gjgJiyjggi A case of Insulin-resistant diabetes associated with 
the autopsy observation of metastatic carcinoma of the pancreas and a critical 
review of the 50 cases of Insulin resistance occurring in the literature form the 
basis of this report. Insulin resistance is a state which requires 200 or more 
units of the hormone per day for longer than 48 hours for regulation of a non- 
acldotlc person. It may occur at ajiy age and may Jast far a few days or several 
years. No fundameital relationship eadstB between resistance and allergy. There 
is no significant incidence of any associated disease or pathological process oc- 
curring in resistant patients. This indicates that the common practice in the 
literature of attributing resistance to various disease processes should be dis- 
continued. The fact that it may occur In persons who do not have diabetes mel- 
litus but are undergoing shock therapy suggests that an alteration of the carbo- 
hydrate cycle plays no rede In its causation. 

Insulin resistance should be differentiated irom conditions causing funda- 
mentally high requirements, as severe juvenile diabetes, and from disorders 
resulting in a temporary Increase in Insulin requirement: poor absorption from 
the Injection site Xinsulln lipodystrophy, shock and congestive heart failure), 
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hyperthyroidism, pheochromocytoma, surgical procedures, trauma, acute in- 
fectious processes, pituitary basophilism, adrenocortical carcinoma, and dia- 
betic acidosis. 

The ultimate cause of Insulin resistance is y^t unknown, althou^ it now 
seems reaiionably certain that circulating Insulin- neutralizing antibodies are 
tne cause of a number of cases. Other possibilities to be clarified by future 
study are Inactlvatlon of Insulin by antibodies fixed In the tissues, and the pres- 
ence in excess in the body of a naturally occurring Insulin antagonist, such as 
"Insullnase," "glycogenolytic factor," or trypsin. 

Management of Insulin resistance Is not difficult, since absolute refrac- 
toriness to the hormone probably does not occur and large doses nearly always 
have the desired effect of lowering the blood sugar. Therefore, these patients 
should be treated with amounts of Insulin sufficient to control glycosuria, no 
matter how large that dose may be. They should be warned to watch for hypo- 
glycemia, since sensitivity to the hormone may return abruptly. (Arch. Int. 
Med., November '50, J. K. Davidson and E. E. Eddleman) 

9^ SfC 3|C 3f£ 3|c 3^ 

OperaUon ^fOT^aosclerogls^; ^ ^^nvestl^on of^fee^^sults^ 
labyrinth fenestration operation for otosclerosis, the author made an analysis 
on the basis of the various factors commonly known to be Important In deter- 
mining the suitability of the patient for operation. A comparison of the results 
obtained In a group of patients from 15 to 25 years of age with a group from 
45 to 60 years of age was thought to reveal certain features that have signifi- 
cance in the selection of patients for operation and in the prognosis. 

The chief factors considered In the author's selection of patients were: 
(1) degree of deafness of the patient; (2) type of deafness present, as determined 
by air conduction audiometry, bone conduction audiometry, tuning fork tests, and 
caloric tests; (3) condition of the tympanic membranes; (4) condition of the eusta- 
chian tubes; C5) age of the patient; (6) amount and type of tinnitus; (7) tempera- 
ment and psychology of the patient; (8) history of the development of the deafness 
and (9) general condition of the patient. 

Results obtained with the fenestration operation were analyzed from the stand- 
point of the degree of deafness before operation, the age of the patient, and the bone 
conduction before operation. Preoijerativfi dftPr ee of deafn^aa. Two groups of pa- 
tients operated on were compared; one group was composed of 16 patients with 
a mild preoperative loss of hearing, averaging 38^'6r less decibels , and the otner 
group was composed of 22 patients with a severe preoperative hearing loss aver- 
aging 62 or more decibels. The average Improvement of hearing In the 16 mildly 
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deaf patients was 13.2 decibels and In the 22 severely deaf patients 20.3 decibels, 
S^lS that the amount of Improvement obtained In the mUdly deaf patients Is 
much less than the Improvement obtained In the severely deaf patients. 

A^pnf the Patient. One group of patients was composed of 48 patients from 
14 to 26Wrof age7£md the other group of 32 patients 45 years of age or older. 
The average Improvement In hearing In the 48 patleiis of the younger group was 
16 7 decibels. This computation Included 16 patients who were considered to 
have ^Successful results Qess than 15 decibels of improvement). The average 
Improvement In the 32 successful cases was 23.6 decibels. 

The average Improvement In hearing In the 32 patients of the older group, 
Including 9 patients with unsuccessful results, was 16.46 decibels. The average 
Improvement In the 23 successful cases was 22.1 decibels. 

It is significant that the hearing Improvement after operation was practical- 
ly the same hi the 2 groups. It was observed that a higher percentage of success 
was ^SSed in the ^oup older than 45 years of age than in the group younger 
uin 25 years, but t^t a higher percentage of patients In the younger group ob- 
tained hearing to a practical and serviceable level. 

t^.nn^r>.tlve B ^ rf? ^"^'^"^t'oTi , ^jf^fi FrPnnP.ncv. This series consisted of 
2 gro upI^thrSer s ofl Tou^^ 

of^5 or ess decibels at the 2048 frequency (essentlaUy normal bone conduction), 
and the second group having a preoperative bone conduction loss <|30 or m^e 
decibels at the 2048 frequency. The average improvement at the 2048 frequency 
m the 45 patients with normal bone conduction (at the 2048 level) was 24.55 dec- 
SelT The average Improvement at the 2048 frequency In the 43 patients who 

a bone conducUon loss Cat the 2048 frequency) of 30 or m^ore decibels was 21 
^clbels. It was thus observed that the Improvement In hearing was almost as 
good £ thieves with poor bone conduction (at 2048) as It was i^thos^ cases 
wtth normal preoperative bone conduction (at 2048), 21 as compared to 24.5 dec- 
ibels. 

It seemed probable that tinnitus near the pitch of the 2048 frequency masked 
the reception of the audlometrlc tone in some cases. Possibly, a combination of 
factors that are not well understood could Influence the bone conduction at 2048 
to X a reading that is not truly representative of the auditory nerve function 
a° level. A conclusion that might be drawn, therefore. Is txiat a considerably 
reduced bone conduction at the 2048 frequency level does not necessarUy Mcate 
auditory nerve degeneration at that level and does not necessarily give a bad prog- 
nosls for results of the fenestration operation. (Arch. Otolaryng,, October 50, 
E. H. Campbell) 
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Uses of Pent.obarhita.1 Tn+ravenpipslv: A simple, successful method of com- 
plementing conduction anesthesia (topical, infiltration, regional, peridural, or 
splmDby employing pentobarbital (nembutal) intravenously is presented Pack- 
aged as a stable liquid, it is useful whenever instant hypnosis for control of 
ofho^^i^Sf convulsions is needed by the physician in the home, office, 

in.o-c. f^^^^b^^bital (nembutal) is ethyl (1 -methyl-butyl) barbituric acid and be- 
longs to the group of short- (not ultra short-) acting barbiturates. It is supplfed 
by the manufacturer in 50 cc. bottles containing 50 mg. (3/4 gr.) per cc tfstable 
in solution, and multiple doses can be safely drawn from this^ oppered bitle 
Ampules are also available containing powder in 0.5 Gm. (7-1/2 gr ) dosaJe to be 

J?eL?t?"'^ "'"^ ^^^^ administeied'In raven^^^^^^^^^ 

its effects are seen almost Instantly and may vary from drowsiness to compleL 

acSon tott. ''''^'"^ °" ^^^^^ and the indivS re- 

^""^^ ^P°n to produce similar effects 

in deferent individuals. Pentobarbital must be given symptomatlcally, slowly S 
cc. per minute of 5 percent solution was found satisfactory); the maxiiial depres- 
sion is reached from 10 to 15 minutes after the time of Injekion. teTln cTrcu- 
a ion it is beyond the reach of the anesthesiologist. If a conversation is main- 
tained during this slow administration there is little dangLToverdosl and i^^ 
accompanying respiratory depression. When the patient ceases to uphold his 
fromfhl veta''''^'"^''"^''' ^^ditio^l 1 cc. is given and the needle withdrawn 

UsuaUy the patient will sleep from 30 to 60 minutes, depending on the effect 
of the premedication and providing there is no painful stimulation. After 10 to 20 

fi^^iZ ^ this ^l^eP by speaking m his ear slightly louder 

than normal. It should be remembered that the barbiturates are primarily hyp- 
notlcs and do m possess analgesic properties except in anesthetic doses. With- 
in the range of clinical use, the safety of pentobarbital Intravenously is without 
question (If given slowly, 1 cc. per minute), for Abbott reported Injection of 1.5 
to 2.5 Gm. without mishap. He further stated that a dose of 30 to 40 percent of 
this will produce hypnosis and 60 to 70 percent of this dose (1.2 to 2.5 Gm ) will 
produce complete analgesia. ^^^.^wm 

The authors have found pentobarbital to be useful in conjunction with local 
or regional anesthetics, particularly spinal anesthesia. Pent(iarbital Illays 
apprehens iveness, and averts the talkativeness frequently evinced by patients 
under the Influence of preoperative sedation. It enables the patient receiving lo- 
cal anesthesia to be blissfully asleep rather than aware of his surroundings Ind 
S'c^ses wM.'^^^^^^^ the operating room. It complements spinal anelhesTa 
in cases in which undue traction is not expected. It does not enhance laryngeal 
reflexes and one can safely insert an airway or pass a Levine tube without fear 
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of laryngospasm. If it is necessary to inflict painful stimuli or heavy traction, 
these patients will thrash about on the operating table; for such conditions, light 
nitrous oxide oxygen offers an easy and excellent supplement. 

In combination with the other drugs used for preoperative sedation such 
as morphine and scopolamine, pentobarbital enhances the amnesic effect. Like 
other barbiturates, pentobarbital also affords a degree of protection against un- 
toward toxic reactions occasionally seen as a part of conduction anesthesia. 

Pentobarbital intravenously has a safe clinical range. A more accurate in- 
dividualized dose is given by the intravenous route than by the oral or rectal route 
and the effect is prompt and transient. It requires a minimum of apparatus and 
can be given in the patient's room with little fear of respiratory arrest or laryn- 
gospasm. Given preoperatively, it acts as a basal anesthetic and materially re- 
duces the amount of other anesthetic agents required. In obstetric analgesia, 
when used with conduction anesthesia, the dose needed to allay restlessness does 
not appreciably retard the spontaneous respiration of the newborn infant. It is 
an excellent adjunct to spinal anesthesia without traction. It can be used for rap- 
Id hypnosis in the home, the amount being measured by using small doses. Re- 
peated administration late in the operative procedure produces excessive post- 
operative restlessness. 

If more sedation Is needed than that provided by one intravenous dose of 
pentobarbital, barely suificient to produce unconsciousness, then an ultra short- 
acting barbiturate such as pentothal repeated in smaU doses is preferable. It 
should be kept in mind when using Intravenous pentobarbital in patients who are 
not to be hospitalized that the disorientation characteristic In those having had 
one of the barbiturates may appear briefly. It should not be used by a physician 
unwilling to take the time (1 cc. per minute) to give the drug slowly, for an over- 
dose can easily be given with a rapid Injection technic. It should not be used in 
patients with moist sounds (from any cause) in the lungs. High or low blood pressure 
Is a contraindication to Its use, as Is impaired renal function. Inability to find 
a vein is Indirectly a contraindication which almost automatically bars children 
and obese adults. (Postgrad. Med., October '50, H. M. Ausherman and O. B. 
Crawford) 



„.eukemlP | ^^ith f^pl enectomv: There have 
been many reports In recent years of splenectomy for hemolytic anemia, thrombo- 
cytopenia, or pancytopenia resulting from vascular, infectious, or neoplastic In- 
volvement of the spleen. Hemolytic anemia has been observed In a few patients 
with leukemic splenomegaly. The leukemia has usually been of the lymphocytic 
variety. The authors report a case which Is an unusual Instance of hemolytic 
anemia occurring In a patient with myelogenous leukemia. In which splenectomy 
was of prolonged benefit. 
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Anemia is one of the major complications of leukemia. It is ordinarUy 
due to leukemic replacement or alteration of the hematopoietic tissues. Oc- 
casionally it results from inadvertent damage to the bone marrow during ther- 
apy. Anemia resulting from accelerated red cell destruction is rare in leuke- 
mia, but its recognition may lead to worthwhile therapeutic measures. 

In the authors' patient, accelerated red cell hemolysis was suggested by 
the presence of jaundice, reticulocytosis,and increased percentage of erythroid 
cells in the bone marrow. Quantitative studies of fecal urobilinogen excretion 
and red cell survival were not done but might be necessary in some cases for 
diagnosis. The paucity of erythroid elements in the splenic material Indicated 
that this organ was not an important site of red ceU production, which might have 
been regarded as a contraindication for splenectomy. 

The pathogenesis of hemolytic anemia associated with neoplastic diseases, 
the relative importance of mechanical and humoral factors, and their relationship 
to the spleen has been uncertain. Autoantibodies have been demonstrated more 
frequently in recent years by improved methods in many patients with *sympto- 
matic" hemolytic anemia. Tests for isoagglutinlns and isohemolyslns in saline 
and bovine albumin medium as well as the Coombs antiglobulin test were nega- 
tive in the authors' patient, but were done only after splenectomy; The frequency 
with which autoantibodies have been demonstrated by these technics in sympto- 
matic hemolytic anemia suggests, however, that autoimmunizatlon may often be 
responsible for the accelerated red cell hemolysis. 

Attempts to modify the hemolysis in symptomatic hemolytic anemia have 
included splenectomy and treatment of the underlying disease. Increased hemo- 
lysis has occurred in patients with widespread tumors In whom there was no 
obvious Involvement of the spleen. The resection of localized tumors has led to 
the cessation of abnormal hemolysis in some instances, but in others splenectomy 
has been necessary. Local Irradiation therapy has arrested hemolysis in Hodg- 
kln's disease and general irradiation in leukemia. In other Instances, splenectomy 
has been necessary and productive of temporary or prolonged benefit. 

Hemolytic anemia associated with myelogenous leukemia is apparently very 
rare. One patient has been reported in whom splenectomy was followed by appar- 
ent cessation of hemolysis but death occurred in a few weeks from leukemia. The 
authors' patient has survived 30 months after splenectomy and is still in good 
health. The leukemia was unusually chronic and there was no clear indication 
that the splenectomy hastened or retarded its course. (Blood, October '50 U 
Jonsson et al.) 

* + + * + + 



*Pelvic vlscerectomy Is (he rlaturS^ outgr^^^^ weOounde?oper^^ pro- 
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cedures, cystectomy with uretero-lntestlml anastomosis and abdominoperineal 
resection of the rectum and the lower sigmoid colon. 

As used in this discussion, the term -pelvic viscerectomy" refers to the 
^T, ma^eTemovi of rectum, lower sigmoid colon, bladder and prostate n the 
^or en iS^^ removal of the rectum, lower sigmoid colon, bladder inter- 
n^LnitlllTand vaKlna in the female. In both male and female patients, 
Ss?r oSd^r^cIude?s im^^ en bloc excision of fetty axeolar tissue and 
perlton?.^^™!^ these viscera and the regional hypogastric, external 
Iliac, common Ulac,and presacral lymph nodes. 

There Is a sizable group of patients with malignant change^ limited to 
fh. TiZlfth^ itxL be afforded a great deal of comfort and possibly *cure if 
^rS^ tlto^^TprM connected with the operation of pelvic ^^lBcerectomy 
c^rc^/ercoSe. Included in this group are patients with carcinoma of^e rec, 
t^ or slSiold colon which has invaded bladder or ureters by direct extension 
S whlch?hows no evidence of Invasion beyond the p^ls. ^^fj^'^l'^^ 
cally invasive malignant neoplasms, such as carcinoma of the cervix, are not 
Included in this present study. 

. Pelvic vlscerectomy presents three problems: 

1 The operative procedure Is severe. i,, ^ j 

2 The procedure for uretero- Intestinal amstomosis is subjected to cer- 
tain llmLloS L that the right ureter Is usuaUy transplanted to the cecum and 

anastomosis Is carried out as a one stage procedure, 
the ^tg^^^^^'j^^ the lower alimentary canal must be made in such a 
way that it can care for both fecal and urinary excretion. 

These technical problems were met in a series of 9 cases of extensively 
invadl^ c^ctoo^ of r ectum and sigmoid colon. The operative mortality has 

^hSlt^e and the early results of the operation are encouraging. Of 
lt^:::SZToe^l^^^ f^Z L curabmty rate of the operation as the first 
patient in the series was operated on September 23, 194/. 

The authors discuss the anatomic, pathologic, and technical Problems con- 
nected wtthp^vlc vScSectomy for extensively Invading rectal and sigmoid can- 
cef In a sSn series of 9 patients results Indicate that this operative pr^^^^^ 
?,?e'ls feasible affords real palliation, and provides the possibility of cure . 
S the 9 pa Sen s T^^^^ shorUy after operation, 3 survived 2 monU^, 4 mon^, 
7 rnonths respectively. Three are living In good condition 14 to 29 months 
after ^Tiol Sl^^^^^ essex^ially norm^ lives -f^^^ ^^^^^^ 

Siial occupations. (Arch. Surg., November '50, E. S. Brintnall and R. H. Flocks) 



Medical News Letter, Vol. 16, No. 10 



, h^-i^^gpyg of p , l99a Qyyiipfi; The frequency of the blood groups In 

IZrZ^ZT, ?J f ''^^ extensively studied by anthropologists. The 

T. ^ 1 subgroups has not yet received the same exhaiitive attention 

Srfm wo^l' °f the A agglutinogen decreases as one progresses 

from Western European stocfe eastward to the Pacific Ocean, wherealthe B 

SsS^'fn ^£ nTT^""* *° oT."'^^^ approximate incidence in Cau- 

casians In the U.S. is group O, 45 percent; group A, 40 percent- group B 10 
percent; and group AB, 5 percent. In^ontiSt'the propSlo^ L^e AmeHcan 

S^o^p'ab'' s"? oVctnt'TT'r groupTsi ^percTnt; 

ana group AB, 3.7 percent. In the American Indian the incidence of the sronn^ 

varies considerably. In the Blackfeet and Bloods the incidence Ts approSlv 

t?' ^^^^o ^ Navajos: group O, 69.1 percent; group A. 30 6 Dercent- 
^' percent; and group AB, 0.0 percent."^ The Chinese vl^y if d'S^rent 
regions of their country but results are summarized as foUows- group O 30I4I 
percent; group B, 20-35 percent; group A, 22-38 percent aM^o^p AB 6 n 

SeGowin ".f ^ ^Bloid^rSsfusfon; EL. 

DeGowln, R. C. Hardin, and John B. Alsever, W. B. Saunders Co., 1949) 



****** 



In AH9gr . ll?t^li^1orY , r An intensive 4-months' course of Instruction In 
Hnf ! ^ °^ conducted at the National Naval Medical Center in conjunc- 

tion with the Georgetown University Hospital, beginning In January 1951 

f . .r^r^i^f officers on active duty in the Navy or Naval Reserve are eligible 
to apply for the course. Those officers selected will attend on a temporaxv dutv 
basis and may anticipate assignment to an anesthesia service u^<iTmpSo^ Jf 
the course Medical officers reporting for the course on temp^^ dufy from 
West Coa^t activities will be assigned to permanent duty stations^ the East 
Coast and not returned to the West Coast upon completion of thf course. 

of MPdlnfnl'tnHT ^^"^ l"""^^^ forwarded to the Chief of the Bureau 

of Medicine and Surgery. Reserve medical officers should include an agreement 
to serve on active duty for a period of one year foUowing completion o^e c^^se 
tnn?f ^ agreement is not required for medical officers of the regX nLv 
Applications may be made by dispatch and confirmed by foUowlng S Tthe 
time element requires, (Professional Dlv., BuMed) ^"wmg letter u the 
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1. A section of "Space Medicine* Is being established by the Aero Med- 
ical Association. Space Medicine Is concerned with the medical problems in- 
volved In modes of travel, potentiaUy capable at least of transporting us beyond 
the- earth's gravitational field. It Is also concerned with special hazards encoun- 
tered in the upper part of our atmosphere and beyond. (Editorial, J. Aviation 
Med., October '50) 

2. A symposium on "The Psychological Factors in Spatial Orientation" 
was held at the U. S. Naval Air Station, Pensacola, Florida, on 30 and 31 Octo- 
ber 1950. 

3. The U. S. Public Health Service has developed a handbook for photo- 
fiuorographlc operators- The publication should serve as a useful reference 
guide'for all users and operators of photofluorographic equipment. It is avail- 
able from Superintendent of Documents, GPO, Washington 25, D. C, at 45<? per 
copy. 

4. During the year of 1949 more than 14 million persons in the United 
States were screened for tuberculosis by chest photofluorography. (Pub. 
Health Rep., 3 November '50) 

5. Among 1,550 American Indians ranging In age from under 1 to 20 years 
who were vaccinated In the period 1936-38 with BCG vaccine, 55 have died; 6 of 
these deaths were due to tuberculosis. Among 1,457 American Indians of com- 
parable age who were not vaccinated, 108 have died; 52 of these deaths were 
from tuberculosis. In 123 children vaccinated several days after birth, 7 have 
died, but none from tuberculosis. Of 139 unvacclnatedi 15 have died, 4 of which 
were due to tuberculosis. (32d report of the Henry Phlpps Institute, J. D. 
Aronson) 

6. Tiny objective lenses used in certain microscopes are smaller than a 
housefly's eye, but are accurate to 1 millionth of an inch. (Science News Letter, 
November '50) 

7. Twenty-eight cases of cancer of the thyroid in children from 4 to 18 
years of age are reported in the October 1950 Jniirp^T nf mtnlcal Endocrinology. 
(B. J. DujEfy and P. J. Fitzgerald) 

8. "The Functional and Structural Changes Consequent to High Dosages 
of Radioactive Iodine" appears In the October 1950 ]o\n-nsl of Clinical Endocrln- 
ology . A. Garbman. 

9. The chances that twins will be born are 1 In 92. Triplets are born once 
in 9,400 confinements and quadruplets once In 620,000 confinements. The likelihood 
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of quintuplets is extremely remote and the only 2 authenticated cases in medical 
history of "quints" surviving infancy are the Dionnes of Canada and the Diligentls 
of Argentina. The above figures are the results of a study involving 36,000,000 
confinements from data from the National Office of Vital Statistics, Public Health 
Service. (Am. J. Surg., November '50) 

10. An Infrared heater In a 10- inch deep aluminum cup, controlled by an 
automatic thermostat which turns on the electric current and heat when the tem- 
perature approaches freezing, has been developed. The device has many uses 
from engine warming to frost protection. (Science News Letter, November '50) 

11. A total of 210 hypertensive patients were studied and 52 patients se- 
lected for lumbar sympathectomy after specific medications and known contra- 
indications for surgical intervention were applied. Substantial lowerlr^ of blood 
pressure was obtained In 33 (64 percent) with a lowering of pressure to below 
150/100 In 19 (37 percent); symptomatic relief was achieved In 46 (88 percent). 
(Arch. Surg., November '50, J. E. Conley and F. Raime) 

12. An editorial and a discussion of animal medical research appears In 
the November-December 1950 Bulletin of t he National Society for Medical Re- 
search. 

13. At a recent meeting, the regents of the American College of Surgeons 
voted unanimously to continue the program of hospital inspection. (Editorial, 
J.A.M.A., 11 November '50) 

14. Immunization today Is discussed In the November 1950 Medical Clin- 
ics of North America by GAPT Jullen Love, MG, USN, and CDR J. P. Shane, MC, 
USN. 

15. A technic of slde-to-side porta cava! anastomosis that gave good re- 
sults In experimental surgery is described in the November 1950 Anna,],s gf 
Surgery by W. H. Rlcker et al. 

16. An interesting article by F. K. Meyer on "Reservoirs of Infection* 

appears in the October 1950 yournal of Pediatrics. 

17. For the week ending 4 November 1950 a total of 1,089 new cases of 
acute poliomyelitis were reported. This was 17 percent less than the previous 
week when 1,315 cases were reported. The cumulative total (28,914) for the 
calendar year is well below that (39,028) reported for 1949. (National Office 
of Vital Statistics, Public Health Service) 

18. The dangers of dicumarol therapy are discussed In the November 1950 
Medical Cl inics of North America by E. T. Phelps. 
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paragraph 2 requires an annual evaluation of all personnel having a history of 
syphilis be made, In accordance with enclosure (1) to subject letter. 

The Annual Syphilis Report, NavMed-A (Rev. 9-50) Is now available at all 
district publication and printing offices. Request for copies of this form should 
be limited to not more than number required for making the annual -and supple- 
mentary report for the years 1950 and 1951. 

In the event of non-avaUabUity or receipt of the re-ised NavMed-A form, 
the information required may be submitted on a locally mimeographed or type- 
written form. 



ANNUAL STPHtllS REPORT 




iSTToisTTTioi 



I ANNUAL S'fPHILIS CENSUS iTiit.l Hiiwbtrl 



II NUMBER OF THESE IHDIVIDUALS DIAGNOSED. 
TREATED, AND/OR FQLLOBED-UP DUB I KG YEAR 



HI ftHWUt 



L REPORT OF INDIVIDJAL5 D lACJlQ^ED. .TREATED AND/OR FQLLOWED-UP DURING TEAR 



DIME mo SERVICE NUMBER 



DATE AND MAHNEH 
TAKEN UP 



DhASMOSIS 
itfgt} 



TBEATMEKT SlftWABT 



till Of 



OF 



toTAi DRUe 
U&CD (Bnita 



If tJS ' $enli>{<es1 Ttit far tjrphilli 



riHE |NT£RVilLS 



tflST EXAHlNATiOH 
{I>ata and ktMult*} 
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(REVERSE SIDE) 



NSTRUCT IONS 



Annual Report - Prepare in DUPLICATE; submit original to EiuMed as of 'il 
Decembe r . 

ITEM I - Enter the number of individuals on board on 31 December who have 
a record of syphilis. (This is obtained by counting the number 
of Hea.1lh Records on board which have a NavWed H-6 or H-7 with a 
diagnosis of syphilis recorded.) 

(TEM II - Enter the total number of these individuals who were: 

a. Originaily diagnosed and part or all of first year follow-up 
given within calendar year. 

b. Relapse, reinfection, neu ro-recu rre nc e or other complications 
within calendar year. 

c. Treatment begun or completed in previous year but part of first 
year foliow-up fails within calendar year being reported on. 

ITEM III - Enter complete data on all past and present Health Record entries 
of syphilis on each individual reported under ITEM II. 

Supplementary Report - In order to obtain these data for personnel who are 
in a transient status on 31 December, the Health Records of all 
men reporting on board between 31 December and 1 March should be 
reviewed. Those with a syphilitic history and found to have been 
in a transient status on 31 December last, should be reported as 
noted above (ITEM I, II and III) on a supplementary NavMed-A not 
later than 15 March. Negative reports are not required. 



Establish Tnpn[ of Class "A Hospital On rps School. Ports mouhh. Virp-inia- 
The Surgeon General, Rear Admiral Clifford A. Swans on, MC, USN, has announced 
that a basic course of instruction for Hospital Corpsmen has been established at 
the Hospital Corps School, Naval Hospital, Portsmouth, Virginia, effective Janu- 
ary 1, 1951. 

The new course for the school wlQ be of 8-weeks duration. The subjects 
included in the curriculum are anatomy and physiology, first aid and minor sur- 
gery, nursing and dietetics, hygiene and sanitation, and materia medica. 

Candidates successfully completing the prescribed course of instruction 
will be issued Certificates of Graduation and will be certified as Hospital Corps- 
men. All graduates of Hospital Corps Schools are distributed through the Naval 
hospital system for duty and continued instruction. There are three Hospital 
Corps Schools presently operating at Great Lakes, San Diego, and Portsmouth 
(PIO, BuMed) 

+ + + * ^ 



EnlistTTient ReiectioTTR - 1 During 1949 a total of 160,259 male appli- 
cants for enlistment and reenlistment in the Navy and Marine Corps were 
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phvslcaUy examined and 22,580, or 14 percent, were rejected because of phys- 
ical or mental defects. Rejection rates for Marine Corps applicants were more 
than 50 percent higher than those for the Navy. As would be expected, rejection 
rates for reenllstments were much lower than those for first enlistment. 

Of the 22,580 male applicants rejected during 1949, almost 90 percent were 
applicants examined for original enlistment in the service. The two leading 
causes, diseases of the eye and adnexa, and dental diseases and conditions, com- 
bined accounted for more than 40 percent of aU rejections. In fact, 1 out of 
every 4 rejections was due to some deficiency of the eyes, principally errors 
of refraction. Among the dental disqualifications the outstanding conditions were 
defective teeth and abnormalities of teeth. Among Navy rejections, 10 percent 
were due to dental deficiencies as compared to 29 percent for Marine Corps re- 
jections. 

Nearly 1 out of every 10 rejectees was disqualified for service due to dis- 
eases of the motor system, the most frequent defects fnund being flatfoot and 
curvature of the spine. 

The group "miscellaneous diseases and conditions" which In general covers 
deviations from the normal not Included In other groupings, accounted for 1 out 
of every 7 rejections. The most frequent conditions in this group were overweight, 
underweight, deformities, and defective physical development. Navy rejectees 
for these causes accounted for 16 percent of their total as compared to a little 
over 10 percent among Marine Corps rejectees. (Stat. Navy Med., November 50) 



+ * + 



nnhthalmosf;.np<^ Exhibit ^fl^ed orr.es T.iStitute q>t Pat 

4vuieaumi An exhibit honoring Hermann von Kelmholtz, the inventor of the ophthal- 
Soscope , will be displayed under the auspices of the Medical Museum of the Armed 
Forces Institute of Pathology and the Army Medical Library in the Armed Forces 
Medical Museum at 9th and Independence Avenue, S. W., Washington, D. C, for 
six months beginning December 17, 1950. This date marks the 100th anniversary 
of Helmholtz' letter to his father describing the instrument which was to enable 
doctors to see the interior of the human eye for the first time. 



* + jjt * + * 



r~,.^...r-^,. c^-. .^^w^-^u. There are some safety rules that cannot be repeated too 
often. '^They a?f the simple r^iles— the grass-roots rules— the safe working ^-nda- 
mentals. They are so simple they are easily forgotten. So let's repeat: 

1 DON'T TAKE UNNECESSARY CHANCES. Don't run up or down stairs- 
walk ana use hand rail. Don't hitchhike on hand or power trucks. Stay off^conveyors. 
Stay clear of suspended loads. Don't leave off goggles just for a minute. 
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2. BE SURE YOU KNOW HOW. Never operate a machine without knowing 
exacUy what you are doing. Do your lifting the right way. 

3. NO HORSEPLAY-NO TRICKS. Kid stuff has no place in a shop or on 
a highway job. Tricks are stupid and dangerous. 

4. NEVER USE EQUIPMENT WITHOUT AUTHORIZATION. Safe use of ' 
equipment takes more than curiosity— it takes training and experience. 

5. HANDLE MATERIAL SAFELY. Lift with the legs, not with the back. 
Get help when you need it. 

6. GET FIRST AID. Just a little puncture I Get first aid anyhow. For blis- 
ters, too. And for ''something In the eye." 

1 ^' ^^^^ EQUIPMENT AND USE JT SAFELY. Ladder too short-no 

ladder at all-one may be as bad as the other. Never use air hose for dusting 
Sse Siy Sa^kie ^'^^'^^ ^^^^^^^s so they don't slip. Replace guards before you 

8 WEAR SAFE CLOTHING. Floppy sleeves or ties will catch in machin- 
ery. Safety shoes are a good Investment. For some jobs face shields or cup gog- 
gles are the answer. Gloves, apron, boots are needed when you handle chemicals 

9. KEEP A CLEAN WORKPLACE. Keep waste and scrap cleaned out 
btack materials out of the way— stack 'em so they won't fall 

10. FOLLOW SAFETY REGULATIONS. Respect slgns-they're for your 
protection. Smoke only where it's safe to smoke. (Safety Review, October '50) 

LiPt 9f Rfirrem RePOrt,S Issued bv Nav^ MVdW^^ Res^ai^r;!^ A^tfYl^ifi^i?- 

I^^v^ WAS^^] Rgpgaych Unit No. 4, AdCom. USNTC. r.r^M t^Icrs. m^r^n^^ 

The Prophylaxis and Treatment of Acute Respiratory Diseases with Antl- 
histaminic Drugs, NM 005 051.11.01, 10 June 1950. 

m^f^ Mg4M mm Research Laboratory. Camn T.f>i^n n e. North CaroUnn 

Intestinal Parasitic Infection In Military Personnel of the U. S Marine 
Corps, NM 005 052.03, November 1950, 

Note: Those Interested In seeing copies of the complete reports should address 
their request to the research activity from which the report originated. 
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BUMED CIRCULAR LETTER 50-123 



9 November 1950 



From: 
To: 



Chief, Bureau of Medicine and Surgery 
All Ships and Stations 




Ref- (a) Manual of the Medical Department, Section III of Part I, Chapter 3 
Cb) BuPers C/L 209-49; NDB Jul-Dec 1949, 49-913, p. 251 
Co) BuPers C/L 31-50; NDB of 3-15-50, 50-168 
(d) BuPers C/L 148-50; NDB of 9-15-50, 50-728 

End: (A) Examination Plan for Dental Officers 

1. In order to facilitate candidates' preparation for examinations for promotion, 
a definitive description of professional examinations, noted In broad terms In 
reference (a), Is given In this letter. Except as otherwise set forth below, the 
provisions noted in references (b), Cc), and Cd) as generally applicable to profes- 
sional examinations wUl apply to those for dental officers. Examinations will 
also conform to applicable parts of Naval Courts and Boards and Bureau of 
Naval Personnel Manual. 

2. Examination areas, subjects, applicable promotion stages, and reference 
material are indicated In enclosure CA). 

3. Examinations will have the following general characteristics: 

a. Completion to be accomplishable within a three-day period. 

b. Questions to be arranged by subject; subjects by general areas. 

c. Duration not to exceed six sessions of approximately two hours each. 
Time allowed for objective-type questions to be exact; for essay-type to be un- 
limited but examlnaclons in each subject, or any single combination of subjects, 
to be designed for completion In about two hours. 

d. Subjects and thoroughness of coverage to vary, depending upon ranks In- 
volved; technical subjects being stressed In examinations for promotion through 
grades to commander; executive and operational subjects to be emphasized for 
promotion to captain. 

e. Greater knowledge to be required In higher grades in cases of subjects 
common to several grades. 
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f. Technical questions, to extent practicable, to be ob3ective-t3?pe; i.e., to 
require categorical answers or selection of one from several choices; other 
questions to require essay- type answers. 

g. Examinations to be prepared by the Naval Examining Board for Dental 
Corps Officers (statutory examining board) and forwarded shortly after the 
date of announcement of selection to commanding officers of examinees for de- 
livery to supervisory boards. Letter of transmittal to set the date of the exam- 
ination; date and examination to be identical for all examinees of a given rank. 

h. Where operational conditions prevent adherence to that date, the com- 
manding officer of examinees to arrange a later date of examination, using the 
same questions, provided no advantage over other examinees ensues. Where 
there is a possibility of such advantage, commanding officer to request a sub- 
stitute set of examination papers from the Naval Examining Board for Dental 
Corps Officers. In either event, account of the circumstances to be sent by 
the commanding officer to the Board. 

i. Completed examinations to be transmitted as confidential matter by the 
supervisory board, via the commanding officer to: 

Naval Examining Board for Dental Corps Officers 

Naval Dental School 

National Naval Medical Center 

Bethesda, Maryland 

j. Questions not to be limited to matters specifically covered in references 
shown in enclosure (A), but to relate also to knowledge gained from well-rounded 
Naval experience. 

4. Examinees wlU be exempted from examination In certain subjects upon sub- 
mission of certified copies of certificates of completion of courses, evidence of 
award of a master of science degree, or designation as a diplom.ate of a special- 
ty board, to the supervisory board for inclusion In the proceedings as follows: 

a. Executive Area 

(1) Administratis, 

(a) Navy Regulations and General Orders. - Naval Correspondence 
course on subject administered by Naval Correspondence Course Center, New 
York, New York. 

(2) Milltarv Justice.- Military Law Correspondence Course administered 
by Naval Correspondence Course Center, New York, New York. 
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t). Technical Area.- Diplomate of American Boards of: Oral Surgery, Per- 
iodontology, Prosthodontics, or Oral Pathology in case of a directly related 
subiect; master of science aield specified) in case of any one examination sub- 
ject (or any single combination of subjects) in the field covered in attaining the 
degree. 

c. Operational Area 

(1) Logistics .- Naval War College (Logistics Course), Armed Forces 
Staff College, Industrial CoUege of the Armed Forces, Logistics Correspond- 
ence Course administered by the Naval War College. 

Exemptions in the cases of dipiomates of specialty boards or examinees having 
master of science degrees In the examination subjects involved, are unrestrict- 
ed; others are for one promotion only after completion of the course. 

5. Officers attending a formal course of three or more months duration or 
having completed such a course within one month of announcement of selection, 
may, at own request, have their examinations postponed for one or two six- 
month periods. Requests for postponement should be sent to the Naval Exam- 
ining Board for Dental Corps Officers as soon after announcement of selection 

as possible. , tn. i_ a i.« 

-H.L. Pugh, Acting 

ENCLOSURE (A) 
EXAMINATION PLAN FOR DENTAL OFFICERS 
RnblectS . Pramotion Stages 1/ EsESESflSSS. 

T. ]i]T^AP.nl-ive Area 2,3,4,5 

y 2/ 

U. Technical Area 2, 3, 4 y • 

A. Oral Diagnosis and (a) ORAL AND DENTAL DIAGNOSIS. 



Roentgenology 



Thoma. 

(b) ORAL DIAGNOSIS AND TREAT- 

MENT.- Miller. 

(c) DIFFERENTIAL DIAGNOSIS OF 

ORAL LESIONS. -Bernier. 

(d) CLINICAL DENTAL ROENTGEN- 

OLOGT.-McCaU and Wold. 

(e) ADVANCED RADIODONTIC IN- 

TERPRETATION.-Slmpson. 

(f) DENTAL ROENTGENOLOGY.- 

Ennis. 
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Subjects Promotion 
Operative Dentistry 



C. Periodontia 



D. Prosthodontla 



E. Oral Surgery 



F. Oral Surgical Anatomy 



G. Applied Pathology and 
Bacteriology 



ges 1/ References 

(a) AMERICAN TEXTBOOK OF 

OPERATIVE DENTISTRY.- 
Gabel. 

(b) OPERATIVE DENTlSTRY.- 

Black. 

(c) ENDODONTIA.- Gottlieb, 

Ca) TEXTBOOK OP PERlODONTiA..- 
Milier. 

(b) PERIODONTIA. -Goldman. 

(a) COMPLETE DENTURES.- 

S wens on. 

(b) PRINCIPLES AND TECHNIC 

FOR FULL DENTURE CON- 
STRUCT ION .- Sear s . 
Cc) COMPLETE DENTURE PROS- 
THESIS. -Schlosser. 

(d) THEORY AND PRACTICE OF 

CROWN AND BRIDGE PROS- 
THESIS.-Tylman. 

Ca) ORAL SURGERY.-Mead. 

(b) SURGICAL TREATMENT OF 

FACIAL INJURIES.-Kazanjian 

and Converse. 
Cc) TRAUMATIC SURGERY OF THE 

JAWS.-Thoma. 

(a) ORAL ANATOMY.-Flscher. 
Cd) APPLIED ANATOMY OF HEAD 
AND NECK. -Shapiro, 

(a) HISTOPATHOLOGY OF THE 
TEETH AND THEIR SUR- 
ROUI^JDING STRUCTURES. - 
Kronfeld. 

Cb) ORAL PATHOLOGY.-Thoma. 

Cc) CLINICAL PATHOLOGY (etc J. - 
Coolidge. 

(d) DISINFECTION AND STERILl- 
ZATlON.-McCulloch. 
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Subiects Prnmntlon Stages 1/ H^f^^QngSS 



(e) BAGTERW.L CHEMISTRY AND 

PHYS lOLOGY . - Porter . 

(f) BACTERIAL INFECT ION. -Apple- 

ton. 



H. Dental Materia Medica 
and Therapeutics 



(a) PRESCRIPTION WRITING AND 

MATERIA MEDICA FOR 

DENTISTS.-Clpes 
Cb) PHARMACOLOGY AND DENTAL . 

THERAPEUTlGS.-PrlnZj 

Rickert, Dobbs, 



III. Qpf-ratlnnal Area 

A. Organization, Management 4,5 
and Operation - BuMed, 
Naval Dental Clinic, and 
dental department 



(a) U.S. NAVY REGS AND GENERAL 
ORDERS 

Cb) NAVY DEPARTMENT BULLETIN 

(c) MANUAL OF THE MEDICAL DE- 

PARTMENT 

(d) U.S. NAVY FILING MANUAL 

(NavExos P-20) 

(e) NAVY CORRESPONDENCE 

MANUAL (NavExos P-388) 

(f) STANDARD SHIP ORGANIZATION 

(g) NAVY ALLOTMENT PROCED- 

URES (NavExos P-487) 

(h) BUPERS AND BUSANDA 

MANUALS 
(I) BULLETIN BUMED CIRC. LTRS 
(NavMed 937) 



B. Training - dental personnel 4,5 (a) LIST OF NAVY SCHOOLS AND 

^ COURSES (NavPers 15795) 

(b) HANDBOOK FOR DENTAL 

TECHNICIANS (GENERAL) 
Cc) CATALOG OF TRAINING FILMS 
FOR THE U. S. NAVY AND 
MARINE CORPS. -CNavAer 00- 
80-V-69) 

(d) HANDBOOK FOR DENTAL 

TECHNICIANS (PROSTHETIC) 

(e) QUALIFICATION MANUAL FOR 

ADVANCEMENT IN RATING 
(NavPers 18068) 
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S ubiecls 



Promotion Stages j/ 



C. Denta] Records - treat- 
ment, personnel, mate- 
riel, and financial 



3, 4, 5 



D. 



Dental Logistics - fleet, 
advanced baj^e, and shore 
facilities and naateriel; re- 
quirements, procurement 
and distribution ^ 



E. 



Responsibilities - fleet, 
district and staff dental 
officers 



5 



(f) EDUCATION AND TRAINING 
(NavPers 10827) 

Cg) mNUAL FOR NAVY INSTRUC- 
TORS (NavPers iei03-B) 

(a) MANUAL OF THE MEDICAL 

DELARTMENI 

(b) EUPEFi^ AND BUSANDA 

MANUALS 

(a) ARMED SERVICES CATALOG 

OF MEDICAL J4ATERIEL 

(b) LOGIijTlCS GLOSSAJ^Y (NavPers 

91034) 

(c; LOGffi'lTCS REFERENCE DATA 
(NavPers 91085) 

(d) ADVANCED BASE INITIAL OUT'- 

FITTING LIST (NavSandA 28) 

(e) CATALOG OP' ADVANCED BASE 

FUNCTIOmL COMPONENT'S 
(OpNav-P4 15-100) 
ii) ADVANCED BASE IVIANUAL 
(OpNav 415-P-107) 

(a) MANUAL OF THE MEDICAL 

DEPARTMENT 

(b) U.S. NAVY REGS AND GENERAL 

ORDERS 



1/ Promotion stages are: 2, to lieutenant; 3, to lieutenant commander- 4 to com- 
mander; 5, to captain. 

2/ Same as Category One, Part I of Enclosure (a) to BuPers C/L 148-50 (NDB 
of 15 Sep 1950, 50-728) except Military Justice questions to be omitted untU 1 May 
1951. There will be no examination in International Relations. 

3/ References applicable to the Technical Area are for guidance purposes only 
any standard texts may be used. In addition to textbooks shown, reference may 
be made to professional periodicals; such as the journals of American Dental 
Association, Oral Surgery, Dental Research, Dental Education, Periodontology,etc. 

4/ Operational Area references are for general guidance; famUiarity with each 
being helpful but not essential since there is overlapping and subject matter is 
also covered by other publications, directives, and correspondence. 
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V Until 1 May 1951 , logistics questions will be restricted to ij^se =va.,^. 
on the basis of widely dissemimted directives and normal rla^.al experien. 



trict'jd to thOGe ar^iwerable 

e. 



+; * 



BUPERS-G14-svd 
Pl-bCA.) 

14 November 1950 



JOIOT LETTER 

BUMED-2112-LGA 
P3-2/NH 

14 November 1950 
BuMed C/L No. 50-124 



MARC OR PS 

14 November 1950 



From; 

To: 
Sabj: 



Chief of Naval Persomiel 
Chief, Bureau of Medicine and Surgery 
Commandant of the Marine Corps 

All Ships and Stations 

TVTow TdPntlficat^nn c.rd for Ho -^nif.i ^^Mlon and MemcRl Care of P^pengl- 
nf Na^al an^ Marine Cor p-^ v^v^nr^r^f^}- Instructions, Resardir- 



1. Dependent's Identification Card for Medical Care has been rev ise^^^^^^ 
T^^r.m TMn MavPers-1343 (New 8-50) replacing NavMed-562 (2-45). These lorms 
be oMataed ?rom district publLcatlo.^ and printing olflces In the usual man- 

ner. 

2 Commanding Officers will make necessary arrangements for the ^ssimnce of 
L new card SivPers-1343 (New 8-50)) upon the request of members of their 
commands having dependents. It Is suggested that, in each command, the imp or ~ 
?anTof obtSnlng a card before an emergency arises be emphasized so that there 
wSJ be no delay incident to obtaining a card when a dependent requires medical 
Tttentfon In regard to NavMed-562 (2-45) currently valid, such card wUl con- 
tinue o be honored untU the date of expiration Indicated on the card In order 
o^^Ltltlement to dependent medical care to continue after such expiration date, 
it wUl be necessary for the service member to apply for a new Dependent s 
dentkcat^orCarZfor Medical Care (NavPers-1343 (New 8-50)). Whenever it 
fnotTossM^^ the service member to procure and deliver this card to the 
dependenrco^^^^ to exigencies of the service, the dependent, or a person 

on bThalf of the dependent, may procure a card from either the Bureau of Naval 
PersoS^el or Marine Corps Headquarters as appropriate. Meanwhile no depend- 
e^LTossesslon of an otherwise valid NavMed-562 (2-45) wUl be denied medical 
or hospital care pending receipt of the revised card. 

3. Cards must be attested by an officer in each command authorized by the com- 
manding officer to Issue such cards. 
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d;pSet.''°"'^'"''* dependents should nbrimlly be endorsed by the senior 

sidg?r?&2Lt a'Sesses^^^^" " °' 0~t= - 

sioi=d&?e?e?^\=ru1d°L\^;^t:^ 

^iJd^:r^:e^s-edL%-s^:=.^z^^^^^^ 

jnf^^sid^Xist°'sr:rtrA°^^^^^^^ 

11. Dependents may apply for care at Army or Air Force facilities if Mpu.z 
facilities are not avaUable. Jn making application f o^c^e at sucra^^^^^ 
this card may be presented. However, if additional proof of LiaUo^hiD and 
pendency is requested it should be furnished without ^TestSn! ^ 

BUPERS-J. W. ROPER BUMED-C. A. SWAKSON MARCORI^.-C.B.Cates 



****** 



JOINT LETTER lo November 1950 

BUMED CIRCULAR LETTER 60-12B; C 1 SR 40-410-10; AER 160-56A 



Medical News Letter, Vol. 16, No. 10 



37 



1. Paragraph 8a of reference (a) is charged as follows: 



In place of pre- 
sent first listing, 
substitute: 



In place of pre- 
sent fifth listing, 
substitute: 



Army areas and Air 
Force installations 
therein 



First Army Area 
and First Air Force 
and adjacent Island 
bases 

Third Army Area 
and Fourteenth Air 
Force 



Name and 
location of center 



U.S. Naval Hospi- 
tal, St. Albans, 
Long Island, N.Y. 



Naval District 



First Naval Dis- 
trict 
Third Naval Dis- 
trict 



First Army Area 
Medical Laboratorj, 
90 Church Street, 
New York, N. Y. 



Third Army Area 
Medical Laboratory;, 
Fort McPherson,Gal. 



By order of the Secretaries of the Army, the Navy, and the Air Force; 



OFFICIAL: 

EDWARD F. wrrSELL 
Major General, USA 
The Adjutant General 

OFFICIAL: 

CHARLES WELLBORN, JR. 
Deputy Chief of Naval Operations 
(Administration) 

OFFICIAL: 
L. L. JUDGE 
Colonel, USAF 
ALr Adjutant General 



J. LAWTON COLLINS 

Chief of Staff, United States Army 



C. A. SWANSON 

Chief of the Bureau of Medicine 

and Surgery 
Department of the Navy 

HOYT S. VANDENBERG 
Chief of Staff, United States Air 
Force 



Note: The above letter wlU not be printed In the ^-javy Department Bulletin. 



BUMED CIRCULAR LETTER 50-126 



14 November 1950 



From: Chief, Bureau of Medicine and Surgery 
To: All Ships and Stations 
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Sub] : Naval Hospitals ^ DesigTxated to Receive Patients Who Require Special- 
ized Trealjment 

Ref: (a) Article 11-36(2), ManMedDept 

(b) BuMed Gir Ltr 49-32;IOB Jan-Jun 1949, 49-166, p. 77 

(c) BuMed Clr Ltr 49-44 

(d) BuMed Cir Ltr 49-97 

1. References Cb) through (d) are hereby cancelled. 

2. Patients who require definitive treatment and specialized medical care will 
be transferred from naval hospitals not having adequate facilities to one of the 
naval hospitals listed below, as appropriate: 



Item Type Treatment or Care Ijaval , Hospital 

J.. Amputations Oakland, Calif. 

Philadelphia, Pa. 

b. Blindness and Aural Rehabilitation Philadelphia, Pa. 

c. Acrylic Ocular Prosthesis Bethesda, Md. 

San Diego, Calif. 

d. Neurology Bethesda, Md. 

Oakland, Calif. 
Philadelphia, Pa. 

e. Neuropsychiatry Oakland, Calif. 

Philadelphia, Pa. 



f. Neurosurgery 



g. Oncology 



Bethesda, Md. 
Chelsea, Mass. 
Oakland, Calif. 
St. Albans, N. Y. 

Oakland, Calif. 
St. Albans, N. Y. 



h. Plastic Surgery Bethesda, Md. 

Oakland, Calif. 
San Diego, Calif, 

i. Thoracic and Cardiovascular Surgery - San Diego, Calif. 

St. Albans, N. Y. 
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Tuberculosis St, Albans, N. Y. 

San Diego, Calif, 

3. Requests for specific authority for transfer in each case shall be submitted 
to the Bureau of Medicine and Surgery or the naval district commandant as out- 
lined In reference (a). 

-H. L- Pugh, Acting 

^ ]^ ^ ^ ^ ^ 

SECNAV LETTER, Op213C/gs, Serial 3845P21 16 October 1950 

To: All Ships and Stations 

Subj: nhange In Com mand Relationship of U. S. Naval Hospital. Guam. 

Ref:' (a) SecNav Itr. Op213C/cjh, serial 1940P21 of 7 Aug 1950; N. D. Biil. 
of 15 Aug 1950, 50-593 

1. The following activity Is hereby placed under the military command of Com- 
mander Naval Forces, Marianas: 

U.S. Naval Hospital 
Guam, Marianas Islands 

(Mall Address) 
Commanding Officer 
U. S. Naval Hospital 
Navy No. 926 
Fleet Post Office 

San Francisco, Calif. 3435-348 

This activity remains under the management control of the Bureau of Medicine 
and Surgery. 

2. Paragraph 3 of reference (a) is modified accordingly. 

3. Bureaus and offices concerned take necessary action. 

-SecNav Francis P. Matthews 
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ALNAV 127 



. 15 November 1950 



Subj: 




^sslooal Eiaminatlo] 




AlNav 127. Until further notice all written professional examinations for pro- 
motion of officers are cancelled. QEficers concerned, in absence of objection 
by them, will be examined on record. In cases where a naval examining board 
finds an officer's record Inconclusive the board may take such action with re- 
gard to further examination as circumstances in Individual case may warrant 
Including but not restricted to arranging for personal appearance of officer 
before the board. Officers now scheduled for reexamination or delayed exam- 
ination mxt^t complete them as previously scheduled. 



-Dan A. KlmbaU 



NAVY DEPARTMENT 
BUREAU OF MEDICINE AND SURGERY 
WASHINGTON SB. D. C. 



PKNALTY rON PRIVATE U*C TO AVOID 
PArMENT OF POSTAeC. tJOO 



OFFICIAL BUSINESS 



Permit No. 1048 
NavMed-369 - j ( /50 



